To study whether all women attending a genitourinary medicine (GUM) clinic warrant a cervical smear as part of a routine screen for infection, or whether this "at risk" population is adequately covered by the national screening programme. Methods: A cervical smear and a screen for sexually transmitted infections (STI) were taken from 900 women attending a GUM clinic between May 1996 and April 1997. Results: Of 812 smears available for analysis, 613 (75.5%) were normal, 176 (21.7%) were mildly abnormal, and 23 (2.8%) were moderately or severely abnormal. In the absence of an STI there was a 14% (37/273) risk of having an abnormal cervical smear. In the presence of cervicitis the risk was 26% (22/84) and with genital warts the risk was 34% (75/215).
Introduction
Cancer of the cervix is the eighth commonest cancer in women in the United Kingdom and the commonest cancer in women under 35 years of age. The ease with which precancer of the cervix can be detected allows a screening programme which fulfils Wilson and Junger's criteria. 1 The coverage of the target population was inadequate until changes in remuneration for cervical screening in primary care were introduced. Currently in the United Kingdom more than 85% of women aged 20-64 years are screened at intervals of 5 years.
The ability to identify and target a population at greater risk of developing invasive cervical cancer is attractive. Although the exact aetiology is not known, there are recognised risk factors associated with the development of cervical cancer and its precursor, cervical intraepithelial neoplasia (CIN). These include sexual intercourse before the age of 18 years, 2 more than four sexual partners, and the presence of trichomonas infection. 3 These risk factors are common in women attending a GUM clinic and it has been suggested that all should be oVered a cervical smear as part of their routine screen for sexually transmitted infections (STI). 4 5 The policy for cervical screening varies between genitourinary medicine (GUM) clinics. Many have a non-selective screening policy based on the presumption that these women have a low take up of the national programme. Others follow the national guidelines. 6 The benefit of screening teenagers is uncertain. Teenagers do have cervical abnormalities which include high grade dysplasias but these do not seem to progress to carcinoma in situ (CIS) before the age of 21. 7 8 The national guidelines for screening puts the lower age limit at 20 years of age, as routine screening of teenagers is unlikely to have a significant impact on the mortality from cervical cancer, but may cause significant morbidity and psychological stress. A significant number of women attending a GUM clinic are under 20 years of age and, using a non-selective screening policy, this population would be included.
The purpose of this study was to determine whether all the women attending a GUM clinic warrant a cervical smear as part of a routine screen for infection, or whether this "at risk" population is adequately covered by the national screening programme.
Patients and methods
The protocol for cervical screening that operates in our clinic requires a cervical smear to be taken at the same time as an STI screen if the woman has not had a cervical smear in the previous year.
Clinical and sociodemographic information was collected for 900 consecutive cases where a cervical smear was obtained between May 1996 and April 1997. The patient's age, the indication for the smear, and the type of STI if present were recorded. Abnormal smear results were either repeated or the patient was referred for colposcopy. For the purpose of this study, only the most severe abnormality was recorded for each individual patient.
CYTOLOGY
Analysis of the cervical smears was performed and was classified according to the guidelines of the British Society for Clinical Cytology. 9 DATA ANALYSIS Selected sociodemographic, clinical, and cytological data were coded and stored in a computer database. Data were analysed using the SAS PC package.
Results
The age range of the study population was 14-61 years with a mean age of 27.2 years and a median age of 26 years.
For the whole sample, 59.8% of the cervical smears taken were for routine screening, 36% for genital warts, and 4.2% for a previously abnormal smear result. In the 14-19 age group, 80% were performed because of the presence of genital warts and 20% for routine screening.
There was a non-diagnostic group of 88 (9.7%) smears. Analysis was performed on the remaining 812 smears.
The majority of the smears taken (613/812, 75.5%) were reported as normal; 21.7% (176/ 812) were reported as borderline, mildly abnormal, or showed the presence of HPV; and 2.8% (23/812) were moderately or severely abnormal. For women aged between 14 and 19 years 60% (91/150) of the smears were reported to be normal; 37% (55/150) were borderline, mildly abnormal, or showed the presence of HPV; and 3% (4/150) showed either moderate or severe abnormalities.
Patients were assessed for the presence of an STI and the results are shown in figure 1 and table 1. The cytology results were grouped as normal or abnormal. The majority of patients did not have a sexually transmitted infection (304/812). The most commonly found infection was genital warts (236/812).
There was a 14% (37/273) risk of having an abnormal cervical smear in the absence of an STI. In the presence of cervicitis the risk was 26% (22/84) and when genital warts were present the risk of a smear abnormality was 34% (75/215) (linear ×2 = 28.7 p<0.001).
As the most common indication for a cervical smear in the 14-19 year age group was the presence of genital warts this subgroup was analysed separately and compared with those women over 20 years of age with genital warts. There was no significant diVerence in the incidence of abnormal cytology between these two groups, 45/121 (37.2%) compared with 28/94 (29.8%).
Discussion
In this population 24.5% of the cervical smears taken were abnormal. This is a higher proportion of abnormality than would be expected in the general population and would suggest that women attending a GUM clinic do indeed have a greater risk of a smear abnormality. Of the abnormal smear results, 88% showed only minor abnormalities and the majority of these would be expected to return to normal over time. 10 Overall, only 2.8% of the smears taken were either moderately or severely abnormal. There were no cases of cervical cancer.
Increasingly, women attend a GUM clinic for reasons not related to STIs. Those without an STI at the time of screening are no more likely to have a cervical abnormality than women who have cervical cytology performed elsewhere (14% versus 6-12%).
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The presence of cervicitis or genital warts doubles the likelihood of the smear being abnormal (26% and 34% respectively). This result achieves statistical significance but, as the majority of these abnormalities are minor, it could be argued that any disease progression would be picked up through routine interval screening.
Of the women under the age of 20 years, 40% had an abnormal smear result. This implies that these "high risk" teenagers should be included in the screening programme. As the majority of these abnormalities were mildly dyskaryotic and most of the teenagers screened in our clinic had genital warts we infer that a policy of additional screening beyond the current nationally recommended age limits is unnecessary.
The national screening programme reaches 85% of the target population. 6 Women attending GUM clinics have risk factors, which put them greater risk of developing cervical cancer, and may represent a proportion of those who fail to access health care elsewhere. GUM clinics are well placed to ensure that women are screened according to the national guidelines and the accredited colposcopy services they provide are complementary. This is particularly important when an STI is found. There is no benefit in performing extra smears outside the programme, and a policy of universal screening of women attending a GUM clinic is not justified. 
